ABSTRACT
Introduction
Schistosomosis, schistosomiasis and bilharziosis are the names used to identify the disease caused by the Schistosoma or Schistosomo, the last name being a reverence to Theodor Bilharz, a German parasithologist, Professor of Cairo University and a studious of the matter. This disease is not new. The famous Ebers papiro refers to it, milleniums before the Christian Era 11 . The etiologic agent is a plathelmint worm from the Trematoid class, Schistosomidea family. The importance of the disease is justified by the great number of people affected by it in the world -about 200 millions in 74 countries of Latin America, Africa and Asia 20 . In Brazil this number is 6 millions, and there are authors who suggest higher numbers, such as 13 millions 5 Central nervous system infestation by Schistosoma mansoni is rarely diagnosed 13 . It is very strange that only a few cases of spinal cord or cerebral ectoptical schistosomosis were reported in the Brazilian Northeast, since there is a great incidence of schistosomosis in this region of the Country. It may be due to an undernotification as well as to the fact that this complication of the disease has not been systematically searched. Another reason for the low number of cases of neuroschistosomiasis might be the host's immunologic response. When the relationship between the host and the Schistossoma is longer, higher will be the host's resistance to the toxicity of the eggs. In other words, the relationship with the Schistosoma creates antibodies, which blockade the toxic effects of the helminthic eggs.
Because of this immunologic response, the asymptomatic form of neuroschistosomiasis is more frequent than the symptomatic one 7 . In endemic zones, this diagnostic possibility should always be searched 10 . Schistosoma may lead to granuloma like lesions in many parts of the central nervous system 2 . It has not well explained why in the central nervous system the S. mansoni is commonly ectopically located in the spinal cord, whereas the S. japonicum is preferably located in the brain 15 . The cerebral lesions have a worse prognosis leading to death 1 . There is a better prognosis for spinal cord lesions, known since 1905.
Case report
This 30-years-old man, born in an endemic area of Schistosomosis, where he lived for 25 years, arrived at the Hospital complaining about difficulty in urinating, lack of potentia coeundi and numbness of the legs during the previous three months. His complaints had begun one year before with an insidious evolution, without periods of remission or stagnation of the symptoms.
The clinical examination was basically normal. The neurological examination showed a spastic paraparesis with bilateral foot clonus and positive Babisnski sign and sensory deficit to touch and superficial pain up to the level of the nipples.
With the suspicion of thoracic spinal cord lesion, the patient was submitted to a positive contrast myelography which showed an obstruction to the contrast flow at the level of T1. The cerebrospinal fluid (CSF) was clear and colorless, with a normal cell count but with increased protein concentration. The blood laboratory exams were essentially normal, except for a slight increase of GPT and slight eosinophilia.
On August 8, 1985 , the patient was submitted to a laminectomy from T1 to T4.By opening the dura mater it was found a hyperemic and bulged spinal cord; a posterior median myelotomy under microscopic vision demonstrated a fibrous, jelly, infiltrating grayish tissue which was removed; the dura mater was left opened.
The histopathologic examination showed a "schistosomose granuloma" (Fig. 1) . Praziquantel, 50 mg/kg/day, and dexamethasone, 16 mg/day, for 15 days were administered. Ten days after the surgery he was discharged from the hospital and in the follow up he presented a gradual return to normal status to the point that he could resume his routine activities.
On March 1992, seven years after his first hospital admission, the patient returned reporting a clinical picture similar to that presented previously. The rectal biopsy and the feces examination were negative for Schistosoma. The myelography with water-soluble contrast was inconclusive. Nuclear magnetic resonance (NMR) imaging showed a narrowing of the spinal canal at the level of the surgery previously done, without signs of recurrence of granuloma, raising the question of a gliotic process.
Up to the present he has not presented signs of neurological recuperation. 
Discussion
The spinal cord involvement by S. mansoni is rarely diagnosed even in the Countries where the systemic diseases caused by this specie are endemic 21 . The present case is a male patient and according to the world literature the predominance of male patients is probably due to their heavy labor activity, which increases the intra-abdominal pressure more often. This facilitates the migration of the eggs into the veins of Batson's plexus 18, 20 . The spinal cord schistosomiasis may present as a transverse myelitis-like syndrome (29.4%), granulomatous or tumoral (24.7%) as well as radicular or mixed (44%) 6, 18, 19 . It may also present as a herniated disc or even hysteria 8 . The disease may be controlled surgically or by the administration of praziquantel, oxaminiquine and corticosteroid 3, 4, 5 . However it may present a spontaneous remission. It is worth reminding that the first two drugs act on the helminthes and not on its egg. Most of the authors use only one of the two drugs, although some of them defend the use of lower doses of the two drugs 15 . In fact, there is no uniformity concerning the treatment of the neuroschistosomiasis. Brito et al. 7 suggest the administration of oxaminiquine in a single dose of 15 mg/kg or the praziquantel in a dose of 60 to 70 mg/kg/day during seven days, and Andrade 4 suggests the praziquantel 0,5 g/kg/day, during fourteen days. Galvão 14 recommends the surgical resection for the sporadic cases of cerebral granulomas and the least possible handling if the lesion is in the spinal cord, that meaning a biopsy and decompressive laminectomy. The administration of dexamethasone or predinisone is mandatory as soon as the diagnosis is suspected.
The postoperative neurological recuperation presented by our patient might have been due to the decompressive laminectomy associated with the use of praziquantel and dexamethasone.
The literature shows that the search for specific antibodies in the cerebrospinal fluid (ELISA) would have definitive value 12, 16 . However, Valença et al. 22 showed in two cases that a positive result may be false when the blood-CSF barrier is altered allowing blood antibodies to be found in the CSF. Therefore, a positive immunologic reaction in the CSF is not conclusive for the diagnosis of neuroschistosomiasis. The NMR would be most reliable for the diagnosis.
The late worsening in our patient's condition may be considered as a tardy gliotic reaction to the inflammatory process caused by the granuloma, by the surgical manipulation, as well as to the fact that the dura mater was left opened.
A protocol is necessary in order to identify the real incidence of the spinal cord schistosomiasis, since its sporadic occurrence as reported is not justifiable in an endemic environment such as ours.
